In an ideal world, primary care physicians would follow their patients from the office to the hospital and to the nursing home. This would improve continuity of care and increase the chances that the patients' preferences, generally better known by the primary care clinician than a new clinician, are respected; additional specialty referrals can always be obtained when needed.
However, in the real world, primary care physicians are seeing office patients every 20 minutes, following up on laboratory tests, reconciling medications, filling out forms, returning telephone calls, and often leading a team of other clinicians. In areas where there are many hospitals and/or nursing homes, a primary care physician might have patients in multiple locations, making daily visits unfeasible.
Indeed, the difficulty of primary care physicians rounding frequently and in a timely way on their hospitalized patients has spurred a national movement toward the use of hospitalists. Although the jury is still out on whether care by hospitalists results in better outcomes, the growth of hospitalists continues because of the challenges of primary care physicians having the time to travel to and round on their hospitalized patients.
It is not surprising that similar issues would arise in the care of patients in nursing homes. Although they may not be acutely ill, nursing home residents often have multiple problems and appropriate interventions might prevent rehospitalization (eg, adjustment of diuretic treatment to prevent respiratory distress) and/or improve the quality of care (eg, discontinuing use of unnecessary medications begun in the hospital). If it were possible for primary care physicians to see their patients in the nursing home, many issues, especially those involving endof-life care, might be better handled because the primary care physician would more likely to know patient preferences.
However, if primary care physicians cannot get to the nursing home, having other clinicians in the nursing homes who are familiar with the needs of chronically ill patients is likely to improve their care. The absolute increases in health care professionals working exclusively in skilled nursing facilities (SNFists) reported by Teno (4) nondisabled adults in fee-for-service medical care; the response rate was 23.6%. Our primary outcome was respondents' overall health care rating, ranging from 0 for "the worst health care possible" to 10 for "the best health care possible." Additional outcomes were (1) ability to get needed care in the last 6 months, and if not, why; and (2) whether respondents had a usual source of care other than the emergency department, and if not, why.
We calculated survey-weighted means or proportions for each outcome (item nonresponse rates ranged from 3.3%-7.7%). We stratified our primary outcome by age, race, sex, eligibility group, and state Medicaid expansion status. All results were estimated using CMS-designed survey weights to account for nonresponse and produce nationally representative estimates. This study was deemed non-human participants research and thus exempt from review by the Harvard T.H. Chan School of Public Health's institutional review board.
Results | Medicaid enrollees gave their overall health care an average rating of 7.9 on a 0 to 10 scale ( Figure) . Forty-six percent gave their Medicaid coverage a score of 9 or 10, while only 7.6% gave scores under 5. Ratings were similar in Medicaid expansion and nonexpansion states (7.8 vs 7.9; P = .34). Ratings were slightly higher for older adults and dual-eligible beneficiaries, but similar in the fee-for-service and managed-care groups. Overall, ratings ranged from 7.6 to 8.3 across all demographic groups (Table) .
For physician access, 84% of enrollees reported that they had been able to get all the care that they or their physician believed was necessary in the past 6 months, and 83% reported having a usual source of care. The mean percentage of beneficiaries able to get all needed care was significantly higher in Medicaid expansion states than in nonexpansion states (85.2% vs 81.5%; P < .001). Overall, only 3% of enrollees reported not being able to get care because of waiting times or physicians not accepting their insurance. Two percent reported lacking a usual source of care because "no doctors take my insurance." Discussion | We found that Medicaid enrollees are generally satisfied with their coverage across multiple demographic groups and state expansion choices. Overall health care satisfaction in Medicaid was in a similar range, though slightly lower, than benchmarks from 2013 CAHPS surveys in other populations, including those with commercial insurance (50.9% with ratings of 9 or 10) 4 and Medicare (8.6 mean satisfaction score).
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We are unaware of any CAHPS data for uninsured patients. We also found little evidence that low physician participation rates are a key barrier to care for most Medicaid enrollees, consistent with prior studies of access to care in Medicaid. 1, 2 While limited by its response rate and use of pre-ACA enrollment to define the sample, this data set offers important advantages. First, its sample was drawn from official Medicaid enrollment files, so it does not rely on often inaccurate selfreporting of insurance coverage as in other surveys. 6 Second, it has a much larger sample size of Medicaid enrollees than many similar surveys. In summary, we found that Medicaid enrollees are largely satisfied with their care, and that few perceive their insurance as a major barrier to care. Changes to Medicaid that would result in millions of beneficiaries losing coverage could have major adverse effects. There is growing scientific consensus that mammography has a modest impact on averting deaths from breast cancer, while exposing women to a number of harms. 1 Yet it is not well known how women in the general US public perceive the benefits and harms of mammography screening. Previous research has been published on public enthusiasm for screening and underestimates of harms, but these findings may be outdated. [2] [3] [4] In this study, we present 2016 data on women's awareness and perceptions of the benefits and harms of mammography, drawn from a larger survey of US adults on exposure to cancerrelated information in the media.
Methods | Study participants were recruited by GfK, a survey research firm that maintains a probability-based panel of approximately 55 000 adults. GfK recruits panel participants through address-based probability sampling and provides small financial incentives to panel members for completing surveys. Among eligible panelists randomly selected to participate, 1519 (51%) completed the online survey between May 24 and June 6, 2016. Data reported herein are restricted to US women aged 40 to 59 years (n = 407) who received a stand-alone module about (1) awareness of the benefits/harms of mammograms, and (2) evaluations of the importance of these benefits/harms ( Table 1 and Table 2 ). Both the question blocks, and the items within these blocks, were randomized. Prior to these items, respondents answered questions about their general and mammogram-related news and health media consumption. They also answered 2 items ("have you ever had a mammogram" and "when did you have your most recent mammogram to check for breast cancer"), which we used were to consider getting a mammogram in the future, how important would the following potential benefits of mammograms be to you personally?" Responses were measured on a 5-category Likert scale ranging from "not important" to "very important"; middle categories ("slightly important," "moderately important," and "important") are collapsed. 
